Professor Vickers 1 is to be congratulated on drawing our attention to the GMC's plans to stamp out the growing threat we retired doctors pose to ourselves and our families and friends by the reckless prescription of lethal drugs. It is not only the recipients of these murderous scrips who stand to bene®t from this campaign. In a perverse way, so will retired doctors. Well into our second gin and tonic, no longer will we have to respond to the stirrings of conscience as dawns the hideous realization that we are the only doctor on the aeroplane. For we are to be of®cially absolved from the weighty responsibilities of administering intramuscular adrenaline, intravenous diamorphine, intramuscular glucagon or nebulized salbutamol. The GMC has no apparent objection to retired doctors carrying out the odd tracheostomy on themselves or their loved ones, but even a tension pneumothorax in mid-air is no longer our concern. Which of us can honestly claim that surgery using a wire coat-hanger and a bottle of brandy is within our competence? Thanks to the GMC, the only necessary action will be to restore equanimity by urgent replenishment of the gin and tonic. Professor Vickers 1 proposes that doctors who are no longer in medical practice and have no desire to return to it should be allowed to continue to prescribe inde®nitely for themselves, their families and their friends whether or not they are competent to do so. Whilst this ploy undoubtedly strikes a chord with those retired doctors who feel this is a perk they are entitled to retain after a career in medicine it is perhaps not surprising that it has been rejected by the GMC. Although it is true that some of the lay members had the strongest views on the issue there was also little support from the medical members, who remain in the majority. Many feel that the practice of prescribing for friends and family by any doctor should be condemned because of the virtual impossibility of remaining objective. Doctors and their families should always register with a general practitioner. It is not true, as Vickers suggests, that retired doctors will not be permitted to participate in revalidation. Indeed, human rights legislation would probably make such a prohibition unlawful. What is dif®cult is deciding what evidence offered by such doctors would allow the GMC's revalidation groups to recommend a licence to practise. For most doctors the evidence will be drawn from their actual practice, supported by annual appraisal. But for retired doctors who have no practice, or such limited practice that it cannot provide robust evidence of satisfactory performance, the doctor will have to provide other objective evidence that he or she is up to date, and ®t to practise medicine. It should also be borne in mind that the licence will allow doctors to practise in any branch of medicine they choose, subject to the constraints of`Good Medical Practice' (for example, the need to practise within the limits of one's competence). What is not acceptable is for
The management of large complex systems is complicated by self-regulationÐthe phenomenon whereby changes in one component lead to compensating changes elsewhere. One characteristic of such systems (though by no means inevitable) is the potential for chaosÐan unstable dynamic that makes predictions impossible. Papadopoulos et al. 1 , in the JRSM, and Smethurst and Williams 2 , in Nature, have argued that National Health Service (NHS) waiting lists show self-regulatory behaviour and may be capable of chaotic behaviour. These workers plotted the frequency distribution of the relative changes in queue size on a double logarithmic scale. When the double logarithmic plots appeared linear, the so-called power law was taken as evidence for self-regulation. We believe this technique to be fundamentally¯awed. Unregulated time series can show power laws and we have suggested alternative approaches 3 .
Here we apply appropriate tests to data on the size of waiting lists in 10 randomly chosen hospitals over the period 1998±2001 (data taken from [www.doh.gov.ac.uk]). To each dataset we applied three tests. First, to check for long-term trends (e.g. increases or decreases in waiting lists), we performed linear regressions of queue size on time. Second, we estimated slope of the relation between change in log queue size and log queue size to see if this was negative. This test looks for evidence that large queues tend to get smaller whilst small queues get larger, as in selfregulated systems. Statistical signi®cance tests cannot be performed on the slopes of such regressions, since for random time series the slope of this relation is biased and is expected to be negative. Instead we were interested in whether slopes were steeper than 71, the implication of this value being that chaos is only possible if the slope is steeper than 71. Third, we tested for self-regulation using a test (the Pollard test) explicitly designed to detect selfregulation in time series 4 .
The results are shown in Table 1 . 6 out of 10 time series showed evidence for long-term trends, all negative, indicating signi®cant declines in queue length. The slopes estimated from the regressions of change in log queue size on queue size were steeper than 71 only in one case, and this was only slightly steeper (71.11). As noted, statistical tests on these slopes are biased. The Pollard test, which corrects for this bias, indicated that only one time series exhibited statistically signi®cant evidence for self-regulation; moreover, in view of the number of tests (10), the marginal signi®cance of this relation (P=0.03) should be viewed with caution.
We do not regard the analysis we have presented as de®nitive; for instance, longer time series may show different behaviour. However, claims that the NHS is`at the edge of chaos' are not supported by our analyses. We have shown that, for the data in question, there is no evidence of self-regulatory behaviour. Moreover, waiting lists do show evidence of clear declines, probably resulting from management strategies to reduce queue sizes. 
